1. Introduction
===============

1.1. Problem
------------

People minoritized based on their sexual or gender identity face particular health risks and barriers in access to care, and therefore have specific health and care needs \[[@R1]\], \[[@R2]\], \[[@R3]\]. Health needs of LGBTQI+ (lesbian, gay, bisexual, transgender, queer, intersex and other identities such as gender non-binary) people have been identified in areas as end of life care \[[@R4]\], mental health \[[@R5]\], reproductive and sexual health and family planning \[[@R6]\], smoking cessation \[[@R7]\], \[[@R8]\], oral care \[[@R9]\], primary care and public health and prevention \[[@R10]\]. In addition, LGBTQI+ health concerns and experiences in the health care systems are informed not only by sexual and gender identity, but also by intersections with other aspects of identity, such as age, race and migrant status \[[@R10]\], \[[@R11]\], \[[@R12]\]. A growing body of research shows that quality of care for LGBTQI+ people is compromised, and that LGBTQI+ people experience health disparities \[[@R1]\], \[[@R13]\], \[[@R14]\], \[[@R15]\], \[[@R16]\], \[[@R17]\]. For instance, patients face barriers entering the health care system or gaining access to tailored, culturally competent care \[[@R13]\], \[[@R17]\], \[[@R18]\], \[[@R19]\], \[[@R20]\], \[[@R21]\]. Providers are generally unaware of the impact of sexual and gender identities on every day (health) experiences \[[@R22]\], and some refuse to address gender and sexuality issues because of their own value systems or negative attitudes towards LGBTQI+ patients \[[@R23]\], \[[@R24]\]. Although existing research into the experiences of LGBTQ+-patients focuses primarily on white, middle class individuals \[[@R12]\], evidence suggest LGBTQI+ patients from underrepresented groups or underserved communities are particularly vulnerable to health inequities based on additional disparities related to multiple marginalizations \[[@R25]\]. It is essential that physicians have the knowledge and skills to provide tailored care to LGBTQI+ patients of all backgrounds.

Health education is key to the advancement of health equity, and future health professionals should be trained in providing culturally competent and sensitive services (e.g. \[[@R2]\], \[[@R16]\], \[[@R26]\], \[[@R27]\], \[[@R28]\]. Unfortunately, medical students are insufficiently prepared to tailor care to LGBTQI+ communities \[[@R15]\], \[[@R29]\], \[[@R30]\]. Unmet learning needs of health professions students have been reported regarding, for instance, LGBTQI+ responsive sexual and reproductive care \[[@R6]\], transgender and intersex health \[[@R31]\], \[[@R32]\], and health care for older LGBTQI+ patients \[[@R14]\], \[[@R26]\], \[[@R31]\], \[[@R33]\]. Therefore, recent years have seen the publication of several development frameworks and implementation resources for medical educators \[[@R3]\], \[[@R34]\]. In 2015, the Association of American Medical Colleges (AAMC) published an eight-domain competency plan, and comprehensive implementation packages for medical educators and administrators, including group assignments and lecture slides \[34\]. Despite these efforts, curricular integration of sexual and gender diversity is often poor: the amount of curriculum time assigned to LGBTQI+ issues is limited\[[@R3]\], \[[@R35]\], \[[@R36]\], and studies report LGBTQI+ content is met with resistance by educators \[[@R35]\]. The latter points at the institutional climate as one barrier to successfully implement sexual and gender diversity issues in undergraduate and graduate medical education \[[@R14]\], \[[@R26]\], \[[@R34]\], \[[@R35]\], \[[@R37]\], \[[@R38]\].

So far, little to no insight exists into the extent to which Dutch medical schools address sexual and gender diversity learning objectives. Scarce evidence suggests that implementation is limited and that material is not structurally embedded in educational programs \[[@R39]\], \[[@R40]\]. For instance, a previous screening of the formal, undergraduate curriculum at Amsterdam UMC-VUmc School of Medical Sciences (VUmc SMS) for diversity-related content identified a lack of material addressing LGBTQI+ health across intersections of ethnicity, age, class and ability \[[@R40]\]. In addition, few Dutch studies have explored intersections of LGBTQI+ experiences and health beyond HIV/AIDS and transitional care. In 2001, the Netherlands was the first country in the world to legalize same sex marriage, and has been lauded internationally for its tolerance toward diverse sexual identities \[[@R41]\]. However, despite increased visibility and growing societal acceptance of non-normative sexual and gender identities, LGBTQI+ people in the Netherlands are still confronted with negative reactions from their environment (such as bullying), experience verbal, physical and sexual harassment and violence, and are more often victim of a crime \[[@R42]\]. Considering these statistics, the lack of scientific attention for LGBTQI+ health in a country famous for its progressive politics seems paradoxical.

### 1.2. Aim of the study

Given the observed gaps in knowledge about medical schools teach about LGBTQI+ health, the aim of our study was to gain-an in-depth insight in the way in which LGBTQ+ health issues are currently addressed in the formal undergraduate curriculum of Amsterdam UMC-VUmc School of Medical Sciences (VUmc SMS), in particular in an undergraduate course about sexual and reproductive health, "Sex, Sexuality and Relationships". We based our choice to screen this course on the expectation that a course on sexuality and relationships would be most likely to feature LGBTQI+ learning objectives. Using a framework for essential LGBTQI+ topics in medical education as a reference \[[@R3]\], we discuss the integration of LGBTQI+ health issues in the formal VUmc SMS curriculum, and identify good practices as well as curriculum gaps.

2. Methods
==========

2.1. Study design: Intersectionality-based course evaluation
------------------------------------------------------------

Using an intersectionality-based approach, we evaluated the VUmc SMS course "Sex, Sexuality and Relationships" for LGBTQI+ content. Intersectionality theory aims to analyze and understand human difference, and calls attention to underrepresented and marginalized social groups (e.g. \[[@R43]\], \[[@R44]\]). An intersectional approach to health research, policy or practice takes into account how social identities are mutually constitutive in shaping health experiences and outcomes, as well as how power operates across institutions to drive health inequalities and inequities \[[@R45]\], \[[@R46]\], \[[@R47]\], \[[@R48]\], \[[@R49]\].

In health research and medical discourse, the category "LGBTQI+" is often used as an uncomplicated and homogenous group. However, in relation to LGBTQI+ health, sociocultural identity markers such as gender, ethnicity, age, religious background or spirituality, or whether one has a mental or physical disability all shape LGBTQI+ experiences, and thus account for diversity among patients. To provide good care to all LGBTQI+ patients, medical students should be trained to adequately take this diversity into account. When carrying out the course screening, we therefore not only investigated which LGBTQI+ content was addressed in the course, but also whether course material addressed intersections of LGBTQI+ identity with other aspects of identity in relation to health. We acknowledge that by our use of the acronym LGBTQI+ when referring to people with non-hegemonic bodies, sexualities or genders, we potentially reproduce essentialist understandings of minoritized communities. Nevertheless, because our intention is to draw attention to the specific needs of these communities and to how these needs should be addressed by health professions curricula, we use the acronym strategically, an approach referred to as "strategic essentialism" \[[@R50]\].

### 2.2. Setting: Diversity at VUmc SMS

VUmc SMS is a medical school connected to a large teaching hospital and one of eight medical schools in the Netherlands. The medical school traditionally has a diverse student body, with approximately one in three students having a non-Western migrant background. VUmc SMS values diversity, equity and inclusion, which is expressed in its organizational policies and practices \[[@R40]\], \[[@R51]\]. For instance, the school-funded subcommittee of the local medical student association, D.O.C.S (Diversity, Openness, Culture, Students), is dedicated to create an inclusive campus climate and empower students with non-Western or migration backgrounds. However, so far, diversity efforts at VUmc SMS have mainly been directed at aspects of ethnic diversity. LGBTQI+ medical students are not officially organized within the institution, and their experiences have not been studied.

In addition to the organizational focus on diversity, diversity issues have been increasingly receiving attention within the VUmc SMS curriculum. For instance, in recent years, less visible or invisible identities have been brought into medical students' awareness by means of a vertically integrated learning pathway "Interculturalization and Diversity", which is part of an overarching 'professional behavior' track within the VUmc SMS curriculum \[[@R40]\], \[[@R52]\]. Aim of this pathway is to mainstream diversity issues throughout the curriculum by building students' competencies related to interaction with patients with diverse backgrounds and identities. In addition to knowledge and skills, learning objectives include reflexivity -- for instance, regarding how students' own social identities inform their value systems, and how this could impact the doctor-patient relationship or create barriers in providing high quality and effective care for all patients (e.g. \[[@R51]\], \[[@R53]\]). The learning pathway consists of lectures, practicals and required reading (a Dutch-language textbook "Cultural diversity in healthcare" \[[@R54]\]. An intersectionality approach guides the pathways' learning objectives, shapes curriculum content and the design of curriculum evaluations, outcomes of which are used to further improve and tailor curricular content \[[@R40]\]. Cultural competencies are tested twice during the undergraduate phase by means of OSCEs.

### 2.3. The course 'Sex, Sexuality and Relationships'

So far, the "Interculturalisation and Diversity" pathway has not yet implemented learning objectives that explicitly center on LGBTQI+ issues. Instead, learning objectives related to sexual and gender identity are addressed separately and horizontally in the course "Sex, Sexuality and Relationships", a four-week course focusing on sexuality, fertility and reproduction, that takes place in the second year of the undergraduate curriculum. At the time of the study, two authors (MM and PV) were involved in the implementation, coordination and delivery of "Interculturalisation and Diversity" content. One author (LG) was involved as a coordinator and instructor for the "Sex, Sexuality and Relationships" course.

"Sex, Sexuality and Relationships" is divided into four themes. Week one centers on "sex development, the development of feeling male or female and the development of (sexual) relationships"; week two centers on "female F, atypical/abnormal sexual attractions and orientations"; week three centers on "aspects of both masculine and feminine sexuality"; and week four centers on mainly "male sexuality". Specific topics addressed within these themes are sex differentiation, development of gender identity, atypical sex differentiation (i.e. intersex conditions, also referred to in medical contexts as Disorders/Differences of Sexual Development, DSD), gender dysphoria, (the psychophysiological study of) sexual arousal, anatomy and embryology of the genitalia, female and male sexuality (with specific emphasis on sexual dysfunction and genital problems); atypical sexual attractions, puberty, the menstrual cycle, menopause and aging in males, Sexually Transmitted Infections (STI's), professional boundaries in physician-patient interaction, discussing sexuality in a professional context and taking a sexual history. The course's LGBTQI+ related learning objectives are presented in table 1 [(Tab. 1)](#T1){ref-type="fig"}.

### 2.4. Data collection and analyses

We screened all written content of the 2016-2017 course "Sex, Sexuality and Relationships" for LGBTQI+ themes. Documents were retrieved from a digital learning environment and the university medical library, and included the course syllabus (sixteen student assignments), nineteen lecture notes, and course literature (scientific articles and textbooks). Access to the course's digital learning environment was obtained with permission from the course coordinator (LG) by JB, who was a research intern at the time. Access to the library was obtained by MM through their position as faculty staff.

To analyze what content was addressed and how, we used a framework for essential LGBTQI+ content in undergraduate medical education proposed by Obedin-Maliver and colleagues \[[@R3]\]. In their 2011 JAMA article, the authors distinguish sixteen essential LGBTQI+ related topics for the required medical curriculum: sexual orientation, HIV, gender identity, sexually transmitted infections (STI's), safer sex, DSD/intersex, barriers to care, mental health issues, LGBT adolescents, coming out, unhealthy relationships/intimate partner violence (IPV), substance use, chronic disease risk, sex-reassignment surgery (SRS), body image, and transitioning \[[@R3]\].

The analysis was carried out by JB and MM and consisted of two parts. First, we used the Obedin-Maliver framework as a template to investigate

which topics were addressed, andto which extent they were addressed.

We considered a topic "explicitly addressed" when it was featured as a learning objective in the course syllabus, when it was addressed in a lecture, or when students were asked to apply knowledge about the topic (for instance derived from required course reading) to a patient case in a study assignment. We considered a topic "marginally addressed" when it was only addressed in the course reading. We considered a topic "not addressed" when it was neither addressed in a lecture or study assignment, nor in the course literature. Second, we explored whether material in which LGBTQI+ identities were explicitly addressed explored intersections of LGBTQI+ identity with other aspects of diversity -- such as ethnicity, age, class or ability -- in relation to a particular topic or health issue. Based on the outcomes of this analysis, we identified good practices and opportunities for improvement.

3. Results
==========

First, we present which topics were addressed in the course, and how they were addressed. Next, we report curriculum gaps.

3.1. LGBTQI+ topics in the course
---------------------------------

Of the sixteen topics included in Obedin-Maliver's framework, only one essential aspect of LGBTQI+ health (body image) remained completely unaddressed in lectures, study assignments and literature. All other aspects were addressed in study material; however, the degree to which and how they were addressed varied. For instance, some topics (such as needs and experiences of LGBTQI+ adolescents, including coming out, and IPV) were briefly mentioned in the course reading, but were not elaborated on in lecture slides or study assignments. [Attachment 1](#SD1){ref-type="supplementary-material"} presents an overview of which topics were addressed in the course, how they were addressed (in the literature, in a lecture or in a study assignment), and which topics were marginally addressed or absent.

The LGBTQI+-related themes featured in the course were addressed both from a biomedical, psychosocial and ethical perspective. LGBTQI+ health outcomes were addressed in a study assignment and two scientific articles (i.e. \[[@R55]\], \[[@R56]\]), which focused on health needs of men who have sex with men (MSM) in primary care (addressing aspects such as HIV/STD's and substance use) and on mental health (discussing minority stress, stigma and discrimination) \[[@R55]\], \[[@R56]\]. A study assignment addressed mental and physical health issues of sexual minority men by presenting a case study of a male, gay-identified patient (study assignment "Homosexuality"). In addition to biomedical explanatory models for homosexual orientation, another good practice was the incorporation of study material that encouraged students to critically consider the relationship between hormones, sex chromosomes and sexual orientation, reflect on the validity of a purely biomedical explanation for homosexuality, explore moral perspectives on studying the etiology of homosexuality, and reflect on the American Psychiatric Association definition of "homosexuality". Gender diversity and intersex were addressed in a lecture on medical gender reassignment surgery, and in a study assignment on sex differentiation, including etiologies and DSD prevalence. Students were asked to reflect on whether and how to reveal the diagnosis DSD to the parents and the child with DSD, and on the appropriateness of genital surgery in in newborns with ambiguous genitalia. Course literature included information about psychological determinants and processes that influence gender development, and the difference between sex, gender identity and gender presentation.

### 3.2. Curriculum gaps

Several essential learning objectives remained unaddressed or under-addressed. Unaddressed were topics related to body image and identity, and formal course material did not explicitly contain learning objectives related to LGBTQI+ inclusive practices, for instance regarding (sexual) history taking and counseling. Although learning objectives of a practical about sexual history taking included a focus on students exploring their own norms and values around sexuality, whether and how this included norms and values about sexual and gender diversity was unclear, as was the extent to which specific needs of LGBTQI+ patients related to sensitivity in clinical interactions and communication were addressed. Explanatory models of sexual and gender diversity and LGBTQI+ health inequities were primarily addressed from a biomedical perspective. For instance, students were asked to reflect on biomedical models of homosexuality, but no alternative models and paradigms were offered, and students were not asked to reflect on and critically consider broader LGBTQI+ disparities and their (sociocultural and historical) origins in relation to exclusion and stigmatization.

We found that physical, mental and social health issues were addressed predominantly from the perspective of gay MSM, and that intersections of LGBTQI+ identity with other aspects of diversity such as ethnicity, age or class remained unexplored. For example, health and care needs of patients with lesbian identities or women who have sex with women (WSW), as well as of bisexual/pansexual and gender non-conforming patients, were either marginally addressed or not addressed. Trans health and care needs were not addressed beyond endocrinological and surgical transition, and barriers to care for LGBTQI+ patients were addressed in relation to MSM, but not specifically for other marginalized sexual and gender identities, including intersex/DSD patients. Moreover, the course did not address objectives and material related to the ways in which other aspects of identity such as ethnicity, age and class shape health experiences and needs of LGBTQI+ patients. For example, the homosexual patient with mental health issues featured in the study assignment about "homosexuality" is a white, highly-educated male of Dutch national origin. Finally, gender was addressed as a fixed and (mostly) binary construct, and students were not invited to consider health issues of people with non-binary or fluid identities, or question the biological and social categories "male" and "female".

4. Discussion
=============

We used Obedin-Maliver and colleagues' 2011 framework and an intersectional approach to evaluate which LGBTQI+-related content was addressed in the Amsterdam UMC-VUmc undergraduate course Sex, Sexuality and Relationships. Although the course did address a range of LGBTQI+ issues, we identified curriculum gaps. Several LGBTQI+-related issues and their intersections with for instance ethnicity, age or class were unaddressed or marginally addressed, there was limited visibility of health and care needs of identities on the LGBTQI+ spectrum other than the cisgender gay male, and gender and sexuality were discussed as fixed and binary concepts. As a result, the perspectives, needs and vulnerabilities of people with complex or multiple non-hegemonic identities were absent from the course material.

4.1. LGBTQI+ knowledge gaps in medical education
------------------------------------------------

While attention for sexual and gender diversity in society is growing and the range of sexual and gender identities is expanding, medical schools are slow to incorporate new knowledge into their curricula \[[@R35]\], \[[@R57]\]. In line with our findings, previous studies have shown that time dedicated to LGBTQI+ themes is limited, that several learning objectives are structurally overlooked, and that health needs of people with non-normative sexual and gender identities remain underexplored \[[@R58]\]. Gaps related to LGBTQI+ issues in medical curricula are problematic for several reasons. First, students miss out on acquiring essential thematic knowledge and skills necessary to optimally tailor care to patients of all orientations and backgrounds. Lack of student preparedness could lead to LGBTQI+ patients experiencing barriers to accessing care or not receiving the care they need \[[@R31]\], \[[@R59]\]. It is imperative that students know how to use inclusive language and adopt sensitive communication practices, because care for LGBTQI+ patients can be compromised when they do not feel safe enough in care environments to disclose their orientation to their health professionals \[[@R18]\], \[[@R59]\], \[[@R60]\], \[[@R61]\].

Second, a comprehensive understanding of patient needs and preferences in the age of personalized medicine requires learning beyond etiology, epidemiology, disease prevalence and treatment models, but should also involve insight in contextual factors that influence patient outcomes. Aspects of sociocultural identity such as ethnicity, age and religious beliefs influence LGBTQI+ cultures and experiences, including their experiences in the health care system \[[@R62]\]. Cultural competence, then, should involve in-depth understanding of complexity and how it relates to diversity in care needs, clinical presentations and treatment preferences. Not accounting for such complexity in curricular material potentially sustains clinical bias based on assumed homogeneity of social groups, reproduces stereotypes, and overlooks the impact of sociocultural (risk) environments on lived experiences in relation to health, illness and disease \[[@R63]\], \[[@R64]\]. In addition, categories of sexual and gender identity as well as biological sex are increasingly understood as spectral, fluid and unstable \[[@R65]\], \[[@R66]\], \[[@R67]\] which advocates for the use of sociocultural explanatory models alongside biomedical ones \[[@R68]\], \[[@R69]\], \[[@R70]\], \[[@R71]\], \[[@R72]\].

Finally, our findings show that an LGBTQI+ friendly cultural climate and the adoption of tolerance toward sexual and gender minorities as a collective Dutch value do not necessarily translate into curricular innovation. It is quite possible that the ideology of equality in Dutch medical discourse translates into the assumption that a patient's sexual and gender identity is irrelevant medical information, unless clinically relevant -- for instance, when it is a social determinant of disease (for instance, in high-income countries, in the case of HIV/AIDS). In the traditionally positivist biomedical climate, "clinically relevant" often refers to biomedical information and cues, and not to social ones \[[@R69]\], \[[@R73]\]. The notion that knowing about a patients' sexual and gender identity is fundamentally irrelevant for diagnosis and clinical decision making has been previously described, for instance by Roberson (2014) in his work on experiences of medical students with LGBTQI+ curricular content. Robertson refers to this idea as the "irrelevance narrative" \[[@R74]\]. The irrelevance narrative might become internalized by medical students, including students who identify as LGBTQI+ themselves, and cause marginalized sexual and gender identities to become invisible in educational and clinical environments \[[@R64]\], \[[@R74]\], \[[@R75]\]. Such invisibility obscures the specific health risks and needs of LGBTQI+ patients, which sustains health inequities. In addition, it contributes to a climate where LGBTQI+ students might choose to conceal their identities because of fear of discrimination, lack of support, and cultural norms including norms around medical professionalism \[[@R35]\], \[[@R76]\].

### 4.2. Strengths and limitations

This is the first study to evaluate the extent to which LGBTQI+ health topics are integrated in a Dutch medical curriculum. Because VUmc SMS has explicitly committed itself to curricularization of diversity topics and its efforts have been recognized as leading in the country, our findings might point at a larger need across medical schools in the Netherlands to realize and optimize integration of LGBTQI+ health content.

Although the course Sex, Sexuality and Relationships is likely the course to feature most learning objectives related to sexual and gender diversity, we did not screen other courses for LGBTQI+ content, which might have resulted in us having overlooked topics. Moreover, we only examined the written, formal curriculum, and have no insight in how LGBTQI+ topics are taught in the classroom. Because individual teacher engagement and competency is essential to adequately address LGBTQI+ health issues without reproducing stereotypes or perpetuate bias, classroom observational research can contribute to a better understanding of the informal and hidden curriculum, so as to gain insight in not only what is taught, but also what is learned.

5. Conclusion
=============

Although the formal Amsterdam UMC-VUmc curriculum covered a wide range of LGBTQI+-related issues, our screening of the undergraduate course Sex, Sexuality and Relationships revealed opportunities for improvement, in particular related to identities beyond the white gay male and the incorporation of changing scientific and societal understandings of categories of sex, gender and sexuality as spectral, fluid and diverse. Intersectional approaches to curriculum design and evaluation can help gain better insight in which identities and topics are overlooked in course material and identify potential sources of clinical bias. To understand how medical education might contribute to marginalization of LGBTQI+ identities and thus to health disparities, a closer examination of the informal and hidden curriculum is essential. Further implementation of sexual and gender diversity topics is required in (continuing) medical education to safeguard clinical environments responsive to the needs of LGBTQI+ patients of all backgrounds.
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